SUMMARY A 43-year-old man with a history of radiculomyelopathy developed recurrent intracerebral haemorrhage confirmed by CT brain scan. Cerebral angiography and systemic investigations showed no underlying cause for the haemorrhage. Cerebral biopsy at the time of evacuation of a haematoma revealed granulomatous angiitis. This condition may be responsive to steroids and should be considered in cases of intracerebral haemorrhage of obscure origin. Haematological and radiological investigations including myelography were again normal but the CSF now contained 163 lymphocytes/mm3, and a transudate of 2 g/l of protein. No fungi or bacteria were cultured. Serum titres of antibodies to viruses including herpes simplex and zoster, the visual evoked potentials, and a CT head scan were normal.
SUMMARY A 43-year-old man with a history of radiculomyelopathy developed recurrent intracerebral haemorrhage confirmed by CT brain scan. Cerebral angiography and systemic investigations showed no underlying cause for the haemorrhage. Cerebral biopsy at the time of evacuation of a haematoma revealed granulomatous angiitis. This condition may be responsive to steroids and should be considered in cases of intracerebral haemorrhage of obscure origin. (Haematoxylin and eosin x450.) 1055 had to be discontinued because of bone marrow depression. The patient remains on alternate day steroids and has had no further neurological episodes except for infrequent fits over the 14 months since his operation.
Investigations have failed to show any evidence of systemic disease, and levels of auto-antibodies, C-reactive protein, complement, immune complexes and immunoglobulins have been persistently normal.
Discussion
Granulomatous angiitis is usually readily distinguished from infective granulomatous diseases of the central nervous system but histological differentiation from neurosarcoidosis may be difficult.'0 The cerebral biopsy of this patient demonstrated a noncaseating, granulomatous infiltrate in the leptomeninges and surrounding many small blood vessels. Other blood vessels showed fibrinoid necrosis and, often, thrombosis. Urich'°suggested that neurosarcoidosis could be excluded in the absence of evidence of systemic disease and in the presence of necrotising vasculitis separate from granulomatous lesions, as in the present case. In some reports granulomatous angiitis has been associated with herpes zoster infection 89 or with lymphoproliferative disease3 78 but in this patient there was no evidence of either condition.
The initial radiculomyelopathy and the subsequent intracerebral haemorrhages all caused extensive neurological deficits but on each occasion the patient recovered almost completely. It seems probable that the use of steroids on each occasion contributed to the recovery. Previous cases of granulomatous angiitis treated with steroids have shown temporary improvement in some instances and as a group have tended to survive longer than untreated cases.41' Remission of histologically proven granulomatous angiitis has been reported in two patients;2 3 in one steroids were given with additional treatment for an associated lymphoma and in the other remission only occurred when cyclophosphamide was added.
Computed tomography of our patient demonstrated recurrent intracerebral haematomas rather than the low density ischaemic lesions3 or normal scans2 described in other cases. Angiography on two occasions showed no source for the haemorrhage and the diagnosis was made following an emergency craniotomy. Significant intracerebral haemorrhage in granulomatous angiitis has previously been recognised only as a preterminal event.5
This case illustrates that granulomatous angiitis should be considered as a cause of intracerebral haemorrhage, particularly when associated with relapsing and remitting disease of the CNS. Long- 
